D
ignity therapy (DT) provides, for patients with a serious illness, a guided sharable life review through a protocolized interview and the creation of a legacy document. 1 During DT, patients have the opportunity to record their life story and values in a document that reviews memories and offers statements and personal messages that are important to them. Once the legacy document has been edited to the patient's satisfaction, he/she can share it with family and friends. Evidence is mounting in support of the use of DT for patients with a serious illness 2 ; however, it is unclear whether DT has effects on family members.
Patients diagnosed with a serious illness often have family members or friends accompany them through the entire trajectory of the serious illness. One of the main goals of palliative care is to improve the quality of life of not only the patient but also the family members. Providing care to a loved one can take a toll both mentally and physically on the family member. Some patient services now offer supportive services to family members as part of comprehensive care. Dignity therapy has the potential to benefit families as well as the patient. Currently, there is a small body of literature that examines the effects of DT on families but no systematic literature review. The purpose of this article was to provide a systematic literature review of any of the effects of DT on family members of patients who receive DT from both the patient and family perspectives.
METHODS

Search Strategy
because of its high reliability and abundance of publications. Since DT was first developed in the early 2000s, this search was restricted between January 2000 and July 2016 and included the terms ''Chochinov,'' ''family,'' ''dignity care,'' and ''family.'' Following PRISMA 3 systematic review guidelines, 59 references were downloaded into EndNote X7.5. 4 Duplicate articles were deleted, and 50 articles were retained (Figure) .
Inclusion and Exclusion Criteria
The authors conducted a two-stage review, first of abstracts and then of full-text articles. The following rationale for inclusion was used: only studies of DT as an intervention with report of family outcomes were retained. To best represent the current literature and state of the field, the authors were inclusive in interpretation of reportage on family outcomes; Supplemental Digital Content 1 (see Supplemental Digital Content 1, http://links.lww.com/JHPN/A18) presents studies that investigated family outcomes through the inclusion of family members as study participants in interventions. Supplemental Digital Content 2 (see Supplemental Digital Content 2, http://links.lww.com/JHPN/ A19) presents studies in which only the patient participants gave their perspective on the expected impact of DT on their family members. The authors also included in Supplemental Digital Content 2 (see Supplemental Digital Content 2, http://links.lww.com/JHPN/A19) an article that reported the perspective of hospice care workers who witnessed DT interventions with patients about its perceived impact on family members. In total, 18 articles that included qualitative and quantitative studies of the impact of DT on family members and caregivers of patients receiving the therapy were retained. The retained 18 articles represent eight different studies. Studies that focused on the development of the DT therapy model and other dignity care were excluded. 
RESULTS
Of the 18 articles, five articles were quantitative uncontrolled feasibility studies of DT that included some measure of effect on family members and caregivers. [5] [6] [7] [8] [9] Two articles were qualitative studies of DT that included analysis of the impact of DT on family members and caregivers. 10, 11 Two articles were case studies. 10, 11 A pilot case report of DT was written during Chochinov's 12 development of the therapy protocol and included an interview with the patient's wife, who reported that the DT document would be a comfort to her. A case study of three patients with advanced cancer in high distress included interviews with family members, who reported mixed impressions of the therapy's effectiveness on the patient and comfort to them. 13 All studies that include some measure of effect on family members and caregivers are presented in Supplemental Digital Content 1 (see Supplemental Digital Content 1, http://links.lww.com/JHPN/A18).
The other nine articles were a mix of quantitative and qualitative analyses and case reports that included some consideration of the family member or caregiver of the patient receiving DT in their measurement, analysis, or discussion of DT, but these articles did not include direct measurement of any effect on the family member or caregiver (Supplemental Digital Content 2, http://links.lww. com/JHPN/A19). [14] [15] [16] [17] [18] [19] [20] [21] [22] Five of these nine articles represent studies in which patients receiving DT responded to some variant of the question of whether DT would ''help'' their family members or caregivers. Findings from these articles suggest that patients who receive DT feel that it will be helpful to family members. [14] [15] [16] [17] [18] One report 19 represents a qualitative analysis of views of hospice workers who referred a patient to DT; 92% of these hospice workers reported that they felt DT would help family members in the future. One article 20 presents a framework analysis of qualitative interviews, which confirmed that family closeness was an important component of dignity in Chinese palliative care patients with cancer. Two case reports of nonYterminally ill recipients of DT included findings that the therapy bettered communication or closeness between the patient and family members. 21, 22 These nine articles are included to reflect the full current state of the science of DT and family members; however, this literature review is primarily focused on the direct effects of DT on the family. An earlier review of the patient focus of these studies (excluding Lubarsky [2016] because it was not yet published) has been published. 2 
Sample and Settings
The investigators of the studies sampled from populations in Australia, Canada, the United Kingdom, and the United States. The study sample sizes ranged from 6 to 60. Family members in these studies cared for older adults as well as individuals with motor neuron disease, metastatic or advanced cancer, and terminal illness. These individuals received care at home, in a rehabilitation center, or in a long-term care setting.
Design
Two of the quantitative studies included a pretest/posttest single-group design; only one study included a preintervention baseline measurement. 6 Posttest measures included time frames of 1 week after receiving the DT document, 5, 6 1 month after receiving the document, 8 2 months after the intervention, 7 and 9 to 12 months after the patient died. 9 The two qualitative studies used the dignity framework approach with both deductive and inductive analytic techniques.
Intervention
Chochinov's DT protocol was implemented in all quantitative studies, and research staff in all of the quantitative and qualitative studies were trained in DT by Chochinov. In three of the quantitative studies, at least some family members were involved during the DT interview process, either at the request of the participant or because the participant was cognitively impaired. 6, 7, 9 In the two qualitative studies, caregivers included not only family members but also friends, and one qualitative study included care staff. 10 
Measures and Approaches
Investigators of all five of the quantitative studies examined outcome measures postintervention using a variety of methods including having family members complete a modified feedback questionnaire form, 6 ,7 a satisfaction survey, 8 an evaluation form focused on psychosocial and bereavement issues, 9 or one focused on decreased caregiver stress and an increased sense of hope. 3 Only two studies had primary and secondary outcome measures of the effectiveness of DT related to the caregiver. 5, 6 Both studies included the following measures: burden (primary), hope, anxiety, depression, and physical function. 5, 6 Specifically, the tools for measurement of the primary and secondary outcomes for both studies were the Zarit Burden Inventory (primary), Herth Hope Index, and Hospital Anxiety and Depression Scale. 5, 6 To facilitate the interpretation of the results, the studies were arranged by three main types of foci that emerged from the review: feasibility of family involvement in DT, acceptability of DT from family perspective, and effects of DT for family members. Hereinafter, the key findings from eight studies reported in the nine articles with information about feasibility, acceptability, and effects of DT for family members are summarized. Effects include findings from primary and secondary outcomes.
Feasibility
Feasibility of DT in relation to the involvement of family members was reported in four of the articles. 5, 6, 9, 10 For example, Bentley and colleagues 6 reported that most family members had some role in the DT process, with 12 of the 18 family members assisting with the interview and editing process. There was no significant difference in distress levels between family members who were part of the DT process and those who were not; however, the DT sessions took longer when family members participated. Family members contributed in many ways including being in the sessions for support, contributing to the narrative as requested by the patient, and serving as a proxy. McClement and colleagues 9 reported that, of the 100 participants who completed DT, there were 60 cases where family members provided feedback related to their personal experience and 17 of these 60 family members (28%) were present for the DT sessions.
Acceptability
Acceptability of the intervention was based on the family members' perception of DT. Investigators used a variety of questions to measure the acceptability of DT for family members. Only one study included a report of how DT personally affected the family. 4 In that study, 18 family members supported 29 patients with motor neuron disease who received DT. 4 Bentley and colleagues reported that 50% of the family members (n = 9) agreed or strongly agreed that DT was helpful to them, whereas 22% (n = 4) indicated that it was not helpful. A qualitative study, with nine family members of persons with advanced cancer, explored family members' perspectives of the impact DT had on the patients and themselves. 9 Six of the nine family members felt DT sometimes had been physically or emotionally demanding for their loved ones because of not accepting their prognosis, and five family members felt the document was incomplete. 9 Six family members felt the generativity document had improved communication, whereas three family members felt DT had improved generativity issues, such as the comfort the document brought to them. 9 
Effects
A variety of articles reported perceptions of effects. For example, Bentley and colleagues 6 reported that 28% of the 18 family members thought DT helped them reduce feelings of stress or prepared them for the end of life for their loved one, whereas 33% of the 18 family members reported that DT helped increase their feelings of hopefulness for the future. Investigators of all five quantitative studies reported that most family members felt the DT document would be a continued source of comfort to their family and themselves and would recommend DT to other friends and families. Both qualitative studies reported that family members felt the DT document enhanced family communication. 10, 11 Evidence of DT's effects based on family members' perceptions of the benefits to their loved one was positive.
All five quantitative studies reported that most family members felt DT was an important part of care. For example, McClement and colleagues conducted a study with 60 family members of terminally ill patients who had taken part in DT and had since died, and the family members reported perceptions that can bring comfort to the family. For example, 68% of the 60 family members felt DT helped increase their loved one's sense of dignity, and 71.7% felt DT increased their loved one's sense of purpose. Reports among the studies of family members indicated that DT decreased their loved one's suffering; the suffering score decreased by 20% for five subjects 7 to 75% for six subjects. 8 Although family members were generally positive about the effect of DT on their family member, some family members had concerns related to inaccurate or incomplete documents, 9-11 the process being physically and emotionally difficult for their loved one, 10, 11 and family members experiencing negative feelings related to reading the document. 11 For example, in a study with nine UK family members of patients with advanced cancer who had participated in DT, five family members felt the DT document was incomplete because of family members not being mentioned or because the patient had not accepted that he/she was nearing end of life. 11 In addition, six family members felt the patient experienced emotional stress from discussing important issues with someone they had just met and from DT's implicit message of the nearness of life's end. 11 Only two studies used validated scales to measure the effects (perceived burden, hopefulness, anxiety, and depression) of DT related to the family member; findings were mixed. 5, 6 Bentley and colleagues 6 reported a significant pre-post increase in family member burden in relation to a decrease in their loved one's physical functioning, which was potentially due to their motor neuron disease. In contrast, Aoun and colleagues 5 reported no significant pre-post changes in family member burden. Both studies reported no significant pre-post findings for change in self-reported anxiety, depression, or hopefulness in family members; however, sample sizes were small and did not provide power to detect small outcome effects. 5, 6 We found no studies of DT provided to the family member that was adapted to allow them to say what they wanted to their ill family member.
DISCUSSION
This systematic review was helpful in identifying the strength of the evidence and gaps in the literature focused on DT's expected or actual effects on family members of patients who engaged in DT. Studies in the review mainly focused on the family member's perspective of how DT helped his/her loved one and showed that it was feasible and acceptable to include the family in the studies. The
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Family Members' Involvement in the DT Process
The purpose of DT is to provide an opportunity for individuals with a serious health condition to address psychological and spiritual needs through a life review interview and the creation of a legacy document. As this review shows, DT has been used in many different populations, including patients with cancer 18, 23 and amyotrophic lateral sclerosis 14 and frail older adults. 7 Family members are an important part of DT because they are often the recipient of the legacy document. However, as this review shows, some researchers include family members earlier in the DT process. For example, family members may be included in the creation of the legacy document by allowing them to support the patient during the interview and editing process. Some researchers have involved family members in the creation of the legacy document at the request of the patient or because patients had a cognitive or speech impairment rendering them unable to complete the legacy document without assistance from family members. It is unclear, however, how involving family members in the interview and editing process affects (1) the patient's quality of life, sense of purpose, and dignity or (2) the participating family member or subsequent family functions. Future studies are needed to better understand the effect of involving family members in DT before the delivery of the legacy document so that clinicians can be guided on how to involve them.
The Study of DT on Family Members
Although the main focus of DT is on the patient, family members are also an important part of DT. Most research has focused on the effect DT has on the patient, but some studies also explored the effects for family members. 2 Because family members often experience emotional distress as well as caregiver burden, they could benefit from participating in the creation of the DT document, receiving it, or possibly creating their own statement to the patient. The effects identified in the reviewed studies included positive effects for most and negative feelings for some family members. One study, not included in this review because it was published outside the review dates, evaluated the effects of DT on patients (N = 80) with a terminal illness and their family members (N = 25). 24 Findings from the study revealed no significant difference in the Mental Health Inventory scores between family members in the DT group and the standard palliative care group at baseline or 4 days postintervention. Juliao 24 reported that these findings may be due to high baseline Mental Health Inventory scores in both groups. It is not clear from the available evidence what family-related outcomes would be affected by participation in the creation or receipt of the DT legacy document. Sense of dignity and purpose, family communication, transgenerational connections, and bereavement were areas identified as potential foci for the effects of DT. Future studies should be designed to investigate these areas as targets for determining the potential effects of DT on the family, its functioning, and its responses in other end-of-life situations.
Research Agenda as It Relates to the Family and DT
Future research should be focused on several areas, including the process of implementing DT and the short-and long-term effects of DT on individual and collective family functioning. Research is needed to determine whether, when, and how the DT interview and legacy document creation should involve a family member. It is also important to determine whether there are variations in effects for family members who do and do not participate in the DT interviews or as a result of when the family member receives the legacy document (ie, before or after their loved one's death). Determining the family-related variables sensitive to effects of the DT legacy document should also be the focus of future research. On the basis of the findings of previous studies, family communication and connectedness, as well as the family member's anxiety, hopefulness, and grief, are potential variables that may be affected by DT. Specific features of DT also need further study. For instance, editing the document offers patients a chance to rethink, in the setting of an interaction with a trained professional, how they want to settle their relationships. Little is known that can guide clinicians about the impact of that editing.
Limitations
One of the main limitations of this review was the paucity of research that focused on the effects of DT on family members. In addition, this review could be incomplete despite efforts to ensure its completeness because of factors such as publication bias and our use of only the PubMed database.
CONCLUSION
Findings from this systematic review identify the need to conduct further adequately powered research related to the feasibility, acceptability, and effects of DT for family members. Future research should focus on understanding whether and how family members benefit from receiving the legacy document and whether the timing and manner of family member involvement play a role in the impact of DT. This could have significant impact on how family members live toward the end of a family member's illness and during and after bereavement.
